Cultural competence (CC), or the ability to provide high-quality health care within the context of a patient's race, ethnicity, language, religious beliefs, or behaviors, is an essential component of professional practice. This study aimed to determine the relationship between students' level of CC and their ability to provide CC care. Athletic training students in 62 accredited undergraduate athletic training programs (N = 421) completed a survey that included 20 questions to determine CC and one question regarding confidence in delivering care. On calculation of means and standard deviations, one correlation sought to identify relationship, and ANOVA with contrasts was utilized to determine differences in CC by confidence level. Results demonstrated that athletic training students were culturally aware, but not proficient, while having high levels of confidence in delivering appropriate care. The correlation results demonstrated a lack of relationship between confidence and CC, whereas ANOVA results were significantly different between cohorts.
I n recent years, the diversity of the health care provider population has become a point of emphasis for all realms of health care. A lack of diversity has been demonstrated within practitioner populations, including athletic training, whereas the patient population is highly diverse. [1] [2] [3] [4] [5] Although athletic trainers generally work with a highly diversified patient population, ethnic minority practitioners represent only approximately 10% of the total population. 3, 4, 6 Although it is important to increase diversity within all practitioner populations, cultural competence (or the ability to provide culturally appropriate care to individuals from different race and ethnicities, cultures, religions, and other social characteristics) has become a point of emphasis. All health care practitioners, including ethnic minorities, must be educated to provide quality health care to all patients. 1, 7 Ford 8 stated that cultural competence is "the academic, clinical, and interpersonal skills that allow allied health professionals to remove barriers between themselves and their patients." Within the profession of athletic training, cultural competence has been deemed an essential component of professional practice, and, in turn, athletic training programs (ATPs) are required to incorporate cultural competence into their curriculums. 9 Many different definitions and approaches to cultural competence exist. Purnell 10 stated that cultural competence contains 12 domains that must be examined from individual, family, community, and global perspectives. Wells 11 stated that cultural competence contains both a cognitive and affective phase as the individual gains knowledge and then puts this knowledge into professional practice. Campinha-Bacote 1 indicated that cultural competence is an individual's cultural desire, awareness, knowledge, skill, and encounters that allow for patient-specific care. She also reported that cultural competence is a process, not a benchmark, that allows for an individual's abilities to grow through knowledge and experience. 1 Although the above definitions are somewhat different, they all utilize the same ideals. Practitioners must self-reflect on personal biases and values and then be socialized in a culturally diverse medical culture, where differences are not only recognized and valued but also must be communicated while providing care. 1, 8 Socialization will allow for practitioners to gain the knowledge, understanding, and ability to provide culturally appropriate care to individuals, regardless of race, gender, sexual orientation, or religion.
Few studies on cultural competence in athletic training have been performed. 5, 6, 12 Utilizing the Inventory for Assessing the Process of Cultural Competence (IAPCC) measurement tool, Maurer-Starks 6 reported that 92% of athletic training students were aware of cultural differences but lacked proficiency in delivering culturally competent care. The remaining 8% of athletic training students were deemed culturally unaware, which is the lowest level of cultural competence. A more recent study using a similar measurement tool found similar results, with 83.7% of athletic training students being culturally aware, 15.4% culturally competent, and 0.7% culturally proficient. 12 Similar results have been found when examining certified athletic trainers' level of cultural competence. Marra et al 5 found that athletic trainers reported high levels of cultural competence but demonstrated minimal utilization of this knowledge in professional practice. In addition to this lack of ability to apply cultural competence knowledge into practice, it was found that the behaviors put in practice did not reflect their cultural awareness and sensitivity. 5 Although athletic trainers felt they were providing culturally appropriate care, this may not be accurate when looking at the care being provided. 5 The current literature has identified that both athletic trainers and athletic training students lacked cultural competence; however, no research has investigated the gap between athletic training students' abilities and confidence in providing care. The purpose of the current study was to determine the relationship between athletic training students' level of cultural competence and their confidence in providing culturally competent care, as well as to determine whether there were differences in cultural competence dependent on this confidence.
METHOD

Participants
Study participants consisted of undergraduate athletic training students enrolled in the professional phase of accredited undergraduate athletic training programs. Data collection occurred over 1 month in spring 2011.
An institutional review board approved the study, and each participant was educated about the study via an electronic informed consent.
Procedures
Program directors from the 344 undergraduate Commission on Accreditation of Athletic Training Educationaccredited programs located in the United States (as of October 27, 2010) were solicited for participation. 9 Program directors were contacted via e-mail, which was sent by the author, detailing the purpose and the methods of the study and asking for assistance in distributing the survey to all athletic training students enrolled in the professional programs. Initial e-mails were followed up weekly for 3 weeks, with additional e-mails soliciting assistance. Surveys were distributed via Qualtrics (Qualtrics Inc, Provo, Utah), a Web-based survey distribution service. Survey data were prepared for analysis via SPSS version 18.0 software (IBM Corp, Armonk, Illinois).
Instrumentation
To determine an athletic training student's perceived level of cultural competence, 20 questions, framed by the IAPCC, asked athletic trainers to rate their agreement with statements on a scale of 1 to 4, with 4 being the highest. 1, [13] [14] [15] [16] The scores were then totaled and categorized to determine whether a student was culturally incompetent (20 to 44 points), culturally aware (45 to 63 points), culturally competent (64 to 74 points), or culturally proficient (75 to 80 points). The cumulative score, not the category, was used to measure the dependent variable used for analysis. The IAPCC survey has been found to be a reliable and valid method of determining cultural competence, with a Cronbach's alpha of 0.783. 14 Reliability of the student survey was determined utilizing the study population via a Cronbach's alpha analysis (alpha = 0.721). A factor analysis was completed to identify subsets of questions from the survey, but it failed to identify any statistically significant subsets. Confidence level was determined with the statement, "I am confident in my ability to provide culturally competent care to all patients," utilizing a Likert scale of 1 to 4 (1 = strongly disagree, 4 = strongly agree).
Analysis
Data from the instrument were collected and entered into the SPSS 18.0 software for analysis. Means and standard deviations were calculated for the cumulative cultural competence score (of a possible highest score of 80), confidence, and cultural competence score by confidence level. A correlation was utilized to determine the relationship between the 2 variables. A 1-way analysis of variance (ANOVA) was performed with the cultural competence score as the dependent variable and confidence as the independent variable. This was followed by a post hoc Tukey's honest significant difference (HSD) to identify interactions among the different levels of confidence. An alpha level of .05 was utilized to determine significance.
RESULTS
Four hundred twenty-one undergraduate athletic training students from 62 athletic training programs completed the Web-based survey. This resulted in a response rate of 18% of solicited programs. Study participant demographics are shown in Table 1 . The mean cultural competence score was determined to be 58.36 6 5.26 (median = 58). This score demonstrated that athletic training students were culturally aware, but they lacked proficiency. Table 2 demonstrates the distribution of cultural competence scores. On a scale of 1 to 4 (1 = strongly disagree and 4 = strongly agree), the mean score for confidence in providing culturally competent care was 3.30 6 0.675 ( Table 3 ). The correlation analysis demonstrated a weak but significant relationship (r = 0.148, P = .002) between the overall cultural competence score and an individual's confidence in providing appropriate care. The 1-way ANOVA was performed to identify differences in cultural competence by confidence level. The results of the ANOVA (F 3,418 = 5.32, P = .001) demonstrated that cultural competence differed based on confidence. A post hoc Tukey's HSD demonstrated significant differences between confidence levels 2 and 4 (P = .019) and levels 3 and 4 (P = .005).
DISCUSSION
Cultural competence has been a vital component of professional practice in all fields of medicine and has become a point of emphasis for athletic trainers. The ability to recognize and understand how cultural differences influence an individual's health allows for a multicultural approach to health care. 8, 17 By utilizing a multicultural approach, overall care improves with a better understanding of the etiology of disease, improved communication with patients and families, and improved access for patients. 18, 19 Research has demonstrated that cultural competence can be acquired through a multitude of avenues, but it requires more than knowledge to gain the ability and confidence to implement these skills into professional practice. 17 Campinha-Bacote 1 reported that it is an evolving process and individuals must have cultural desire, awareness, knowledge, skill, and encounters to be culturally competent. Ford 8 put cultural competence into a practical approach and stated that the awareness and knowledge that has been acquired should be blended with Western medical culture to determine the context, comparison, and expectations of patients, which may cause cross-cultural conflicts. The acquisition of cultural competence is an active process of gaining and utilizing constantly evolving knowledge and skills.
The current study identified that undergraduate athletic training students were found to be culturally aware but not culturally proficient. The findings are similar to recent work in athletic training demonstrating that both athletic training students and athletic trainers lack cultural competence at the level of proficiency. Utilizing a similar instrument as that used in this study, Maurer-Starks 6 found that the majority of undergraduate athletic training students have cultural awareness but lack the competence and proficiency to utilize this knowledge when providing care. Marra et al 5 found similar results, with athletic trainers having cultural awareness but lacking culturally appropriate skills. Although athletic training lacks significant research on cultural competence, comparisons can be made with other health professions. Using a similar instrument, nurses were found to have cultural awareness but lacked competence and proficiency. 14 Wilson et al 20 examined health science faculty and found them to be aware of cultural differences but lacking the ability to apply knowledge and awareness into practical scenarios. Overall, both athletic training students and athletic trainers should seek to improve their cultural competence to improve the quality of health care provided to patients.
When examining an individual's confidence in providing culturally competent care, the author found athletic training students were more likely to agree or strongly agree that they were confident in their ability to provide culturally competent care. These results reflected research of clinicians by Marra et al 5 in which practicing athletic trainers had high levels of confidence in their skills and abilities to provide culturally appropriate care. This confidence may be a result of the highly diverse patient population with which the majority of athletic trainers work. Campinha-Bacote 1 reported that exposure to a diverse patient population will increase both confidence and cultural competence. The National Collegiate Athletic Association student athlete population has been identified as 24.9% African American, with this number increasing to 48.9% in revenue-generating sports. 2, 6 No research has been found to demonstrate the diversity of patients in settings outside of collegiate athletics. Although some athletic trainers are being exposed to a diverse patient population, the diversity of the National Collegiate Athletic Association population may not accurately reflect the true diversity of the US population and any diversity beyond race and ethnicity. Due to the lack of diversity in the athlete population compared with the US population, the high level of confidence that both athletic trainers and athletic training students demonstrate may be inflated.
The relationship between cultural competence and confidence can identify whether confidence in abilities is inflated or whether it accurately reflects an individual's ability to provide culturally competent care. This understanding of true versus inflated confidence is essential. The current study found that although athletic training students had a high level of confidence in their ability to provide culturally competent care, their cultural competence levels were low. This low cultural competence level indicates that students are aware of cultural differences; yet, they lack the ability to translate these differences into appropriate care. The data in the current study also demonstrated a weak but significant positive relationship between confidence and cultural competence. This weak positive relationship demonstrates that a high level of confidence does not automatically ensure that athletic training students are able to provide culturally competent care and are culturally aware. In addition, it was determined that individuals with high levels of confidence have significantly higher levels of cultural competence than those with moderate levels of confidence. These results were dissimilar to those results found among athletic trainers with high levels of confidence, but their actions did not reflect cultural competence. 5 The lack of relationship between confidence and competence has been termed by some as "unconscious ignorance," where an individual is unaware that they lack skills, knowledge, and abilities. 21 Other researchers in medical education have found that confidence is not an accurate predictor of competence with both psychosocial and psychomotor skills. 22, 23 Such researchers have stated that although confidence is an important step for athletic training students, competence in skills should be evaluated separately, as it is the most accurate reflection of a student's ability. 23 
CONCLUSION
The current study found that undergraduate athletic training students have high levels of confidence in their ability to provide multicultural care, yet they lack the abilities and skills of cultural competence. As with any research, limitations did exist. The instrument utilized to measure cultural competence was based on a nursing instrument, so it may not have been as specific to athletic training as would a discipline-specific instrument. In addition, this study included a single measurement and could not demonstrate how cultural competence may grow and change throughout a student's professional preparation. Future research should seek to create an athletic training-specific instrument. Also, researchers should seek to determine the influences on cultural competence and the optimal methods to implement cultural competence education into an athletic training program. By identifying both the influences and the methods of education, educators may be better equipped to positively influence athletic training students' level of cultural competence. By increasing cultural competence, athletic training students' confidence may be accurately reflected in clinical practice.
IMPLICATIONS FOR CLINICAL PRACTICE
Athletic training has deemed cultural competence as a foundation for professional practice for all clinicians and athletic training students. 9 Cultural competence allows for all patients, regardless their sociocultural characteristics, to be provided health care that considers the individual's needs. It is essential that athletic training students, educators, and professionals seek opportunities to learn about and understand cultural differences and how they influence an individual's health and care. The more knowledge practitioners gain, the more likely they are to increase true confidence in their ability to provide culturally appropriate care. Within the classroom, athletic training students must take active steps to achieve cultural knowledge and experiences, so their confidence can be accurately reflected in their abilities to provide culturally competent care. Cultural competence is a key component as athletic trainers continue to improve the overall quality of care being provided to patients. n
